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| This Rule \s not met as evidenced by: 
; During annual licensure survey conducted on 
i May 9 - 12, 201 1, at Carestone of Rivergate 
| complaints #24094, #24573, #24667 #24798 
! S21' #260D5 ' #26013 . #2638^6582 ' 
I £22?' f 7725, a ^ #27649 were invested. 
I Deficiencies were cited In relation to all these 

I under ^200-8-25, Standards for 

i Assisted Cane Living Facilities. 

i 

O205| 1200^08-25,02 (5} Definitions 

i ^ll Amb - '? tory " means the ^escdent ' s ability 
i SlwJ T an l wa,Ke - r ' or °tner mechanical supportive 

another person. The resident must be physfcX 
I and mentally capable of self-preservatfon by 
j evacuating in response to an emergency A 
| resident who requires a wheelchair must be 

j This Rule Is not met as evidenced by- 
: Based on medical record review, observation 
i and interview, the factfrty failed to transfer a ' 

i IS?S?H to f 8 5! 9her levet of care wh0 no l ^9er 
; > ff defm S 0n of amf>u 'atory for one (#17) of 
i thirty-five residents reviewed. 

' The findings included: 

1 S^S? C ?5 ****** residfint # 17 was 
: admitted to the facility on May 31, 2008 with 

i diagnoses including Hypertension, Dementia, and 

, tfreast Cancer, Continued medical record review ■ 

, I of a Resident A ssessment dated February 201 1 j 
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The following constitutes 
Carestone at Rivergate's (the 
facility) response to the 
Statement of Licensing Violations 
(the "Statements of Violations") 
issued by the Tennessee 
Department of Health, Division 
of Health Care Facilities, on May 
lOandlS, 2011, and its Plan of 
Correction. 

The facility does not admit to the 
truth or accuracy of the 
statements or allegations 
contained in the Statement of 
Violations and nothing contained 
tn either the Statement of 
Violations or the Plan of 
Correction should be construed 
as an admission by the facility as 
to the validity or accuracy of the 
allegations set forth in the 
Statement of Violations. 
Preparation, submission, and 
implementation of tills plan of 
confection are done solely to 
meet the mandates of the 
Tennessee Department of Health 
licensing Laws. The faojfijy 
reserves the right to move to 
strike to exclude this docurn ent 
as evidence in any civil o r 
cr jfminal. astipn . 
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Continued From page 1 

revealed the resident uses a wheelchair and is 
i chair fast needing assistance transferring, often 
needs chair pushed for convenience; needs one 
person assistance with transfers; has a history of 
frequent talis; needs assistance with toileting; is 
bowel and bladder incontinent; cognitive skiffs are 
moderately impaired requiring frequent cueing, 
redirection, and reminders; is unable to assist In 
any way in dressing or grooming; needs 
assistance with bathing and eating; sometimes 
mumbles speech; can make needs known. 

Interview with the Resident Care Director on (Way 
! 11, 201 1 at 2:50 p.m. in the library confirmed the 
■■ resident required total assistance with Activities of 
; Daffy Living; required one person for transfer; 
: needed to be fed meals; was able to make needs 
; known; and thought the resident could propel the 
j wheelchair a tittle using the feet but staff would 
I have to assist the resident with evacuation. 

j Observation of the resident on May 9, 2011, at 
: 11:45 a.m., revealed the resident being pushed to 
j tne dining room by a caregiver. Continued 
; observation revealed the resident being fed by a 
: caregiver and making no attempts to assist with 
] eating. Further observation revealed the resident 
: later seated in the fobby area in the wheelchair 
; making no attempts to self-propel with the feet, 
i Continued observation revealed the resident 
: speaking but listeners were unable to understand ! 
" the words. 

: Observation of the resident on May 11 , 201 1 , at 
10:13 am. in the lobby area, revealed the 
- resident seated in the wheelchair, moving it 
I slightly back and forth with the feet but not 
; moving any distance. Continued observation 
: revealed the resident trying to speak to another 
resident but speech was unintelligible. Further 



PREFIX 
TAG 



D205 



Division of Healitt Care FaaWes 
STATE FORM 



PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD 8E 
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However, the Facility remains 
committed to the delivery of 
quality health care services En 
compliance with all regulations 
and submit this Plan of 
Correction as required bv faw. 

12O0-0B-25-.O2{5}D2O5 
Executive Director and/or 
designee will ensure 
assessments are updated to 
reflect residents current AOl/s to 

provide care on an individualized 
basis to each resident identifying 
needs for higher levels of care 
with emphasis on providing the 
needed services to maintain a 
safe environment for the 
residents by documenting and 
Identifying residents needing 
assistance in evacuation 
outlining requirements in the 
care plan for each individualized 
resident. 

Resident #17 responsible party 
was contacted for the need of a 
hospice services evaluation or a 
need to be discharged to a 
skilled care facility on June 20, 
2011 perthe recommendation of 
the Department for a higher 
fevej of cam. 
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| observation of the resident at 1:30 p.m. in the 
; dining room, revealed the resident seated in the 
I wheelchair near the hall by the dining roam who 
f had a blank stare with no verbafization when 
| spoken to and made no attempt to propel the 
| wheelchair in any direction. 

i 

| This resident no longer meets the definition of 
| ambulatory and needs to be transferred to a 
; higher level of care. This information was shared 
j with the General Manager on May 12, 2011, at 
I 10:40 a.m., in the library and reiterated on May 
j 18, 201 1 , at 2:45 p.m. In the administrative 
■. offices. 



j COMPLAINTS 26006 & 26582 
□ 207| 1200-08-25-.02 (7) Definitions 



(7) " Assfsted-care living facility resident " or " 
resident " means primarily an aged person who 
requires domlcillaty care, and who upon 
admission to the facility, if not ambulatory, is 
capable of self-transfer from the bed to a 
wheelchair or similar device and fs capable of 
propelling such whee/chair or similar device 
independently. Such a resident may require one 
or more of the following services: room and 
board, assistance with non-medical activities of 
daily Jiving, administration of typically 
self-administered medications, and medical 
j services subject to the limitations of these rules. 



This Rule is not met as evidenced by: 
. Based on medical record review, observation, 
; and interview, the facility failed to transfer a 
, resident to a higher level of care who no longer 

met the definition of assisted care living resident 
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The care plan for resident #17 
shall reflect assistance with 
nutritional needs. 
The Executive Director and/or 
designee shall monitor weight 
toss/gain as a measure of 
representation of adequate 
nutrition. 

Resident # 17 is able to ambulate 
using a wheelchair with 
assistance for transfer. 



Complaints 26005 & 26582 

1200.08-25-.02(7) 

D207 

Executive Director and/or 
designee wilt ensure 
assessments are updated to 
reflect residents current ADL's to 
provide care on an individualized 
basis to each resident identifying 
needs for higher levels of care 
with emphasis on providing the 
needed services to maintain a 
safe environment for the 
residents by documenting and 
identifying residents needing 
assistance in evacuation 
outlining requirements in the 
care plan for each indfvldiwlfced 
reside nt 
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D 207 • Continued From page 3 

for one (#1 7) of thirty-five residents reviewed. 
The findings included: 

Medical record review reveafed resident #17 was 
admitted to the facility on May 31, 2008, with 
diagnoses including Hypertension, Dementia, and 
Breast Cancer. Continued medical record review 
of a Resident Assessment dated February 2011 
revealed the resident uses a wheelchair and is 
chair fast needing assistance transferring, often 
needs chair pushed for convenience; needs one 
, person assistance with transfers; has a history of 
I frequent fails; needs assistance with toileting; is 
t bowel and bladder incontinent; cognitive skills are 
j moderately impaired requiring frequent cueing, 
j redirection, and reminders; is unable to assist in 
f any way in dressing or grooming; needs 
j assistance with bathing and eating; sometimes 
; mumbles speech; can make needs known. 

; Interview with the Resident Care Director on May 
f 11,2011 at 2:50 p.m. in the library confirmed the 
■ resident required total assistance with Activities of 
j Daily Living; required one person for transfer; 
I needed to be fed meals; was able to make needs 
! known; and thought the resident could propel the 
: wheelchair a little using the feet but staff woutd 
; have to assist the resident with evacuation, 

. Observation of the resident on May 9, 201 1 , at 
1 11:45 a,m., revealed the resident being pushed to 
: the dining room by a caregiver. Continued 
; observation revealed the resident being fed by a 
' t caregiver and making no attempts to assist with 
; eating. Further observation reveafed the resident 
; fater seated in the lobby area in the wheelchair 
' making no attempts to self-propel with the feet. 
; Continued observation revealed the resident 
i speaking but listeners were unable to understand 
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Resident #17 shall be evaluated 
by hospice services and if 
resident Jfl7 does not meet 
hospice criteria resident #17 
shall be discharged to a skilled 
care facility per the 
recommendation of the 
Department for a higher level of 
care, 

The care plan for resident #17 
shall reflect assistance with 
nutritional needs, 
The Executive Director and/or 
designee shall monitor weight 
loss/gain as a measure of 
representation of adequate 
nutrition. 

Resident # 17 is able to ambulate 
using a wheelchair with 
assistance for transfer. 
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207 1 Continued From page 4 
the words. 

, O^servatton of the resident on May 10, 2011 at 
!,"h r ? vea,ed the res «tent seated in the 

t me chair. Continued observation revealed e 
f family member speaking to the resident who 
j ^feun t ntelll9ibie sounds which thefanX 
j ^mber appeared not to understand. 

i Observation of the resident on MayU 2011 at 

I US? ,0bbyarea ' rev Jted the * 

. resident seated in the wheelchair, moving it 
: sjghtry back and forth with the feet bu3 
1 222 ff J7 diSfance " obseSn 

. resident but speech was unintelligible Further 
; observation of the resident at lT* m ™tte 
SSr* revea,ed «» seT ted in the 

- Sten^Kn?* m verbal ^tion when 
, spoken to end made no attempt to propel the 
I wheelchair in any direction P 

j 

I ?n^Tl° n 0f the Benton May 12, 2011 at 
1 taffa f^^f 6 u d the resfdenf * *i tatty 

; SEES?" Co ^()ued observation regaled the 
j res/dent risking unintelligible sounds. 

f This resident no longer meets the criteria for 

; Sri S?rii be ^te™* *> ^ ^gher level of 
1 S s t^f/ nf0rmat,0n was shared with the 

■ Stl?; 1 tn ^ e J ,brar y a™* ^iterated on May 18 

■ 2011, at2:45 p.m., in the administrative office. 

: COMPLAINTS 26005 8, 26582 
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| (b) Policies and Procedures: 

j 3. An ACLR shall develop a written don™ nfan 



! 2jL5" ,e iS met as evidenced by; 

1 S TnZE? T review ' fac % «**» 

j 

: The findings included: 

i Medical record review reveals ™w* rtf 

! to the ^ST^^SE 1 W3S 

: ' SSJlr? 7 ^^'an's Orders for the 
: revfeS ZL' °P 7, Furfher meclicaf f ecord 
j ^^^^^^ 



^f^o^ revea(ed resident ft wag 
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Complaints 26005 & 26582 
1200-0&-25%06(l)[|j)3 

Administration 
D609 

Executive Director and/or 
designee per company policy wilf 
review the POST form at feast 
annually with resident or their 
designated representative. The 
POST form reviews will be 
documented fn the resident 
chart and a copy of the POST 
form will bo maintained in each 
resident's chart for review. All 
residents and/or designated 
representative will be informed 
of their right of choices regarding 
advance directives. 
Resident Ul executive dfrector 
and/or designee shall review the 
POST with the resident or 
representative and document 
■ any updates or communication 
accordingly. 

Resident ft Executive director 
and/or designee shall ensure 
POST form is complete, including 
physician's signature, 
Residents Executive Director 
and/or designee shafi ensure the 
POST form is complete, inciudrng 
Physician's signature and 
annuaHy reviewed and 
^ cume nEedapflropriafeiv 
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admitted to the facility on September 1 1, 2009 
Continued medical record review revealed the 
resident's POST form was signed by the family 
) on September 8, 2009, but has not been signed 
: or dated by the physician, 

I Medical record review revealed resident #8 was 
j admftted to the facfoty on July 30, 201 
: Continued medical record review revealed the 
! T^ZFSF form was s '9 ned °y family 
[dated by the physician. 

| Medical | record review revealed residents was 
l admitted to the facility on March 3, 2011 
I Continued medical record review revealed the 

i £1S S . P ? ST ?™ was sf 9 ned bv th « «*ident 
i but not dated, and has not been signed or dated 
| by the physician. 

! 

j Medical record review revealed residents was 
; admitted to me facility on May 17, 2007 
j Continued medical record review revealed the 
; resldenrsPOSTformwassfgnedbythe 
; physician on August 13, 2007. Further medical 
; record rev ew revealed no documentation in the 
I record that this order had been reviewed with the 
resident and/or significant other to determine if 
this was still their wish. 

Review of the facility policy entitled "DNR's" 
revealed the statement "AD DNR's shaft be [ 
I reviewed annually." 

; During interview on May 18, 2011, at 2:46 p m in 
the administrative office, the General Manager 
; confirmed two POST forms were not reviewed I 
j per facility policy and three POST forms were not ! 
; signed or dated by the physician. j 
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Resident #11 Executive director 
and/or designee shall ensure the 
POSFform is complete, including 
physician's signature and 
documented appropriately. 
Resident #12 Executive director 
and/or designee shall ensure the 
POST is reviewed annually and 
appropriately documented, 
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D 623 1 Continued From page 7 

D 623j 1 200-08-25-06 (5)(a) Administration 



(5) Infection Control 

(a) An ACLF shall ensure that neither a resident 
nor an employee of the ACLF with a reportable 
communicable disease shall reside or work in the 
ACLF unless the ACLF has a written protocol 
approved by the Board ' s administrative office. 



| This Rule is not met as evidenced by: 
? Based on employee record review and interview, 
I the facility failed to ensure the employees were 
I free from communicable disease for five (#1, #2, 
j #4, #7. #8) of eight employees reviewed. 

! The findings included: 

■ Review of the record of employee #1 revealed a 
: result of tuberculosis {TB) testing dated April 9, 
j 2010, but no result for 2011. 

j 

i Review of the record of employee #2 revealed a 
! result of TB testing dated October 2, 2009, but no 
[ result for 2011, 

! Review of the record of employee #4 revealed a 
; result of TB testing dated February 15, 2010, but 
] - no result for 2011 

i 

I Review of the recofd of employee #7 revealed the 
: employee was hired on January 26, 201 1, but 
! there was no result of TB testing in the record. 

i 
I 

Review of the record of employee #8 revealed a 
' result of TB testing dated January 27, 2010, but 
: no result for 2011. 
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1200-08-25-.06 (5)(a> 
Administration/Infection Control 
D623 

Executive Director and/or 
designee will maintain a tracking 
fog to ensure employees receive 
annual tuberculosis (TB) tests to 
ensure the facility staff is not 
working with a communicabfe 
disease. All current staff with 
outdated TB testing will be 
tested to ensure compliance. 
Employee #1, #2, #4, #7 and m 
has received as of 06/28/2011 TB 
screening to ensure there is not a 
communicable disease present 
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STREET ADDRESS. CITY, STATE. ZIP CODE* 

94TW(N HILLS DRIVE 
MADISON, TN 37115 



D ©23 j Continued From page 8 

J During interviewon May 18 2011 af?^„ w t„ 

i SSSSJJST" no current TS resu,ls h ihe 

I 

D 71<j 1200-O8-25-.07 (7 )(a )2. Services Provided 
| folio^: ACLF Sm P,DV ' de P 6 ^" 31 as 

' SLSmI A £!rf s ^ al1 P rovfde *«* resident with 
j at ,easl »» following personal services. 

; 2. Safety when in (he ACLF; 



laL«^ JS n0t ^ as evi ^nced by: 
Hriif!l° n during the attempted /ire 

wierview, the facility failed to provide a safe 
environment and ensure call l^s were 
functioning properly for the residents 

! The findings included; 

? Tl l-niii winning at 10:49 AM, and ending 
i at 1 1.04 AM, revealed the following; three 

; Observation on May 1 j and 12, 201 1 revealed 



ID 
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STATE FORM 
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, Cfi P R°X^^PWN OF CORRECT(OM 
(**£ H CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE WfiOPRlAfE 
DEFICIENCY) 



1200 08-25-.07 (7)(a)2 Services 
Provided D714 
Executive Director and/or 
designee wilt conduct random 
documented drills in regards to 
the call light system to ensure 
consistent operation of call fight 
system. Provide documented by 
training to staff by OB/30/2011 
about the call light system and 
the proper use of the beepers to 
notify the care givers in the 
event of an emergency. 
Resident #1 All staff shaft be 
trained by 06/30/2011 on the 
call light system. Review through 
training celf phones are not 
appropriate when on the floor 
working. 

Resident #2 All staff shall be 
trained on the cair light system 
*>y 06/30/2011. 
Resident #3 executive director 
and/or designee staff tha facility 
according to resident need. 
G»fJ light system is operable and 
is being monitored to ensure 
continued maintenance as 
needed, 
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COMPLETED 
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t> 714 \ Continued From page 9 



in?7i^n^ random feside nt#1 on May 18, 

= ESS Th ^ teke 8 long tfme t0 ™«» lights. 
I with the light on and by the time they came mv 
i IaKes them a fong time to get here". 

■ 20^M^ rand0r V r&sfde ^*2 on May 18, 
,- 2011 at 11:15am, in fhe resident's room 

J S^.TL 1 *? a tol * *»• fcr themto answer 

j orttatf * night because J 

j cam get up easiiy and they take too iong to 

; Intervi ew wifc random resident #3 on May is. 

■ Shi. I 10 pm ■ ,n the ,tb «"y, revea/ed "The 
! J| 9 ht on but it don't work. If you n e ed h i 
: you caJI the front desk and hope someone P 

i SSw ^ neetf more ** ° n second and 

(RSD) on May 18, 2011, at 1:40p.m. in the 

* oSr e l ed i he * 5D was "«^e of any 
probtems with the caff system. Continued 
; interview revealed when there is a receptionist in 
■ house which is from 7:00 am. to 8:00 p m the 
j receptionist has a pager; afl cafis go to that" 

! ^PrS,H n c 'US ^tfratfst pages the caregiver 
overhead. Further interview revealed after & 

i receptionist feaves, the "medication supeS 
nas a pager and can use any phone in house to 
page a caregwer to a resident's room". 



During interview on May 12, 2011, at 10:40 a.m., 
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COMPLETED 



05/18/2011 



| administrative office, the General Manager 
j confirmed there had been issues with the call 
• lights and maintenance was working on them. 

| COMPLAINT 27849 

D m| 12GO-08-25-.07 (7>{a)3. Services Provided 

i 

I foHows- ACLF Shail Pr0VMe psrSonal Mrvices as 

' iuefsHh^ S ' ha " PmVide each resWent vi«h 
, at feast the following personal services: 

f 3. Daily awareness of the individual ' s 
; whereabouts; 



; This Rule is not met as evidenced by* 

i S^« n ? edica J r ecord ' evfew . fecMily incident 
f report .review, and interview, the Facility failed fo 

f S25SS n ? w f eness <* * resident whereabouts 
' IS? J? m el0 P« m «"t and injury for one {#231 of 
| thirty-ftve residents reviewed. ' 

The findings included: 

Medical record review revealed resident #23 was 
admitted to the facility on September 21, 2008 

■■ rfJlT ^ Hypotension, Dementia, 

, Gastroesophageal Reflux Disease and 

1 Revfew «f a Resident Assessment 

• dated July 14. 2010, revealed the resident ' 
j « required assistance with bathing, dressing i 

i grooming, transfers, and toileting; was atari but ' 

I ! confused; was n ot an elopement risk I 

DMwwi ol Health Care Faciliites 

STATE FORM 



D715 



Complaint 27349 

12OO-0S-25-.O7(7Ha)3 Services 
Provided D715 

Executive Director and/or 
designee will provide 
documented training to staff for 
resident's at risk for elopement. 
Maintenance Director and/or 
designee wlfJ also ensure 
documented testing of door 
alarms are operabfe and 
document training staff on the 
proper procedures of knowing 
whereabouts of residents at 
reasonable intervals throughout 
each day, 

Resident #23 Executive Director 
and/or designee shali identify 
dopement risks and utilize the 
wander guard band to reduce 
the risk of elopement. Resident 
was discharged from the facility. 
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D715J Continued From page 11 



i ^^wof nursing rrofes dated May 29 20iOanH 
and fell. Resident was taken to . (named 

° f ""4SSon the 
fir if J ?* an<f broten "ose- Resident has 
bruised on nght side". Review of an in3 

i ho^ e, 't 9 /i led tH " ldin 9 w «noul supervision 
; between 7:45 and 8:00 am.. Was found in 

nyefrpm^ th ® ad l acent P**"* fo * with 
was st ih^i^T""^ Re so^es Director) 

■ frAaTa2iS5 , 2 ir - ™ s ^Proximately 

! bL?,„^* m - ? *? dau 9 nter know resident was 
I being transported to hospital. At 3:30 p m 

■ S oTd^l daU9ht8r returned *> *• community 
1 ^ nnti ^ an ortf Wdlc because of a i 
« broken nose and fractured jaw". 

-COMPLAINT 26930 
D 728; 1200-08-25,07 (7 )m i) Services Provided 

i foifoCs; ACLF ShaI[ Pf0Vide perSOnal services as 
(c) Dietary services. 
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TAG 
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Divtefon of Heailh Care FacttOSr 
STATE FORM 



jJnS^ R& PLftM 0F CORRECTION 
-<^S H CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 



(X5) 
COMPLETE 
OATE 



Complaint 26930 
120<M)8-25-.Q7(7){c}4(i) 
Services Provided D 728 

Dining Services Director and/or 
designee will ensure ail food 
Items fn the coofer and freezer 
are stored properly and dated 
appropriately, The DSD and/or 
designee will provide the 
residents with a variety of 
choices. The residents have a 
variety of food options and the 
dining service is tailored to meet 
the nutritional needs of the 
residents guided by a certified 
dietician. The dietary 
department prepares meals of 
adequate portions as outlined by 
the dietician and the portions of 
food prepared is planned 
accordingly by the number of 
residents (census) residing in the 
facility. The policy outfitting 
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05/18/2011 
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ESS. ClTV, STATE, Z\P CODE 

LS DRIVE 
N 37115 





PREFIX 
TAG 



(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORJlWTtOiyj 



D728 



Continued From page 14 



Observation of meals revealed fried chicken was 

10, 2011; baked chicken was served on May 11, 
f 2011; crispy baked chicken was served on May ' 
j 16, 2011; baked chicken with onions as an 
; alternate was served on May 18, 2011; sesame 
[ chicken was on the menu for May 19 201 1 A 
I test tray revealed the portions were adequate- 
food was hot; food overall was without seasoning; 
and food was thoroughly cooked. 

Interview with random residents on May 18 
2011, at 10:45 a.m., in the resident's room 
revealed the food fs not very good sometimes 
Them is no variety". 

j interview with random resident#3 on May 18 
j 2011, at 1:10 p,m. r in the library revealed " 
| often out of sugar, ketchup, cheese. Have tots of 
j canned fruft but no fresh fruit Cottage cheese is 

■ V° S e f Mbced ve S9 i8S are cooked until they 
i are dead. Have lots of chicken. Have hamburger 
\ ar,d roeat ioaf maybe once a month", 

; DuringinterviewonMay18,2011,at1-10pm in 
: the library, the DSD confirmed the facility did not 
j follow tts policy on fresh fruit. Continued interview 
i with the DSD revealed the DSD had been "told by 
: corporate not to use fresh fruit in the fruit plates 
r but to use canned fruit and cottage cheese". 

; Review of fecftfty policy entitled "Dining Services 
; Basic MeaJ Structure" revealed The fruit piate 
; needs to contafn four (4) fruits on a piate lined , 
, with green leaf iettuce leaves, 1/4 cup each end ! 
: 1/2cupofcottagecheese".Revlewoffacilfc I 
> policy entitled "Dining Services: Dining Room" I 
! revealed Fruit 8asket/Bowl: Full and attractively I 
; presente d with an assortment of wholesome fruit | 
Division or Health cars Facilities — 



10 
PREFIX 
TAG 



D72B 



(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 



"fruit plate" preparation will be 
modified to represent the 
current "fruit" selections for the 
facility, 

Resident Ul stated an opinion ft 
is not evidenced the facility is 
s erving inappropriate or 
dangerous fo n ^ 
Resident #3 stated outage of 
condiments often, dietary shall 
continue to maintain par levels 
and as appropriate meet the 
resident wants with reasonable 
requests. The facility utilizes a 
licensed dietician to guide the 
menu selection and it is designed 
with nutritional value and safety 
for the residents. 
Dining service director and/or 
designee shall cover all foods In 
the walk-in cooler and freezer 
with the date the food was 
placed in storage. Also dally the 
cooler will be checked for 
outdated or undated items to be 
properly removed and disposed 
of. 
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SUMMARY STATEMENT OF DEFICIENCIES 
REGULATORY OR LSC fDENTIFYlNG INFORMATION) 



O 726 1 Continued From page 12 
4. An ACJ.F shall: 



in ^Stf ttea f (hree < 3) meaIs instituting 
SiSPW 19 and/or Drescrib ed diet per day. 
There shall be no more than fourteen (14) hours 

* l^l Serv ? d to the resfdents sh a« °e of good 

SSSf? f r,etyi sumclent a «™»w 

pe kept hot (140°F. or above) or cold {41°F or 

Se^sidente ^J*™ 6 ? a " d physicaI a » es of 
me residents. Additional nourishment and/or 

snacks shay be provided to residents with special 
dfetary needs or upon request 



j This Rule is not met as evidenced by: 
! f a H?^ ^ f n ■ Obs !! va^^0,1 * rev fewof facility policies, 
! « ^TV*! 6 M * fai,etf fo ensure food 
' ^nnIr d H Safe y and food was of a arftelem 
j J^Jj"* 1 va "ety to meet the needs of the 

] The findings included: 

• SSfSSS^ dietary *«»rtn»m on May 9, 
i 221 k^ ' 00 ,S- fn ;- lwwte<l a tal «e of cole 
; arf^H^ uncovered 
; and undated in the refrigerator. 

i SSfS o ™° f the dietafy on May 9. 

201 1, at 9.00 a.m. ( revealed a tray with four 
: dishes of ice cream covered but not dated and 
; w» «sh of fee cream uncovered and undated in 
■ tne freezer. 

OMston of Health Care Facilittes" - — 
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Continued From page 13 

Intefview with random residents on May 9, 2011, 
at 12:10 p.m. In the cfJning mom, and again on 
; May 1 1 , 2011, at 2:00 p.m. in the sitting area, 
i revealed there was not much variety in the meals 
Continued interview revealed the residents feft 
the facility was "cutting back on food and served 
chicken a lot". Further interview with the residents 
revealed they woutd like to have fruit more often 
but it is only available about a week a month 
Continued interview with the residents revealed 
there is often not enough food for them to have 
seconds if they want more food. 

j Interview with the Dietary Services Director (DSD) 
; on May 1 1, 201 1, at 2:20 p.m., fn the library 
; revealed there is a food budget and the DSD tried 
! to be creative but cannot always make some of 
: the things the residents want to eat. Continued 
. j interview revealed the DSD had Just made the 
; cote siaw and chopped up the squash; put both 
, pans In the refrigerator; and did not cover them 
; immediately. Further interview revealed the DSD 
. usuafiy cleans out the refrigerator and freezer 
, early Monday mornings but had not had time to 
. remove the uncovered and undated ice cream in 
; the freezer. Continued interview revealed the 
j DSD serves the foods and portions approved by 
; the Corporate Dfetitian. Further interview revealed 
. the DSD prepares a ratio of food based on 
, resident census mandated by Corporate and 
, rarely has feftovers. Continued interview revealed 
I sometimes residents ask for seconds and the 
DSD has to tett them there is no more food but 
. win offer the residents options which may upset 
: the residents. Further interview with the DSD 
; revealed there are always bananas available for 
the residents but the DSD can only afford to i 
obtain other fruits once a month when there is a i 
special event in the facility. j 
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{EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC JDENTlFYINGINTOR^TfON) 

i . in . 

D 728 j Continued From page 15 

j Easily accessible !o residents and families". 
| ^PLAINTS 25151, 26005, 26013. 26582, & 

Da«r 1200-0&-25-.Q8 (6)(a) Admissions, Discharges, 
I and Transfers 

1 

j (6) An ACLF shall: 

j (a) Be abte to identify at the time of admission 
1 and . dunng continued stay those residents whose 

= %S^J5T neBS are consi stentwith these rules 
s and regulations, and those residents who should 
be transferred to a higher level of care; 

' This Ruie fs not met as evidenced by- 

' fnH^l " 1 med i cal recorcf review - observation, 
; and mtervlew, the facility failed to transfer a 
; resident to a higher level of care when that 
: raider* no longer met the criteria for assisted 
living foe one (#17) of thirty-five residents 
: reviewed. 



The findings Included: 

S^'Jf 00 ^ fevi 'ew sealed resident #17 was 
I admitted to the facility on May 31 , 2008, with 
j dragnoses including Hypertension, Dementia, and 
* ereast Cancer. Continued medical record «sview 
; 01 a Resident Assessment dated February 201 1 
: pealed the resident uses a wheelchair and is 

I ^^^S^^^ transferri ^ often 
i neeas chair pushed for convenience; needs one 

! person assistance with transfers; has a history of 
: frequent falls; needs assistance with toileting; is 
: bowel and bladder incontinent; cognitive skills are 
' ?*JS V im P aired requiring frequent cueing, 
reoirectlon, and reminders; is unable to assist in 
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Complaints 251S1, 26005, 26013, 
26582, & 27725 
12GO-08*25-,08 (6) (a) 
Admissions, Discharges and 
Transfers D819 

Executive Director and/or 
designee wili ensure 
assessments are updated to 
reflect residents current ADL's to 
provide care on an individualized 
basis to each resident identifying 
needs for higher levels of care 
with emphasis on providing the 
needed services to maintain a 
safe environment for the 
residents by documenting and 
identifying residents needing 
assistance in evacuation 
outlining requirements in the 
care plan for each individualized 
resident. 

Resident #17 shall be admitted 
to hospice •ssrv.iges or discharge d 

to a skilled care facility per the 
recommendation of the 
Department for a higher level of 
care. Resident is able to 
ambufateand feed herself and 
needs occasional assistance. 
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j any way in dressing or grooming; needs 
i assistance with bathing and eating; sometimes 
: mumbles speech; can make needs known. 

| interview with the Resident Care Director on May 
i 11, 2017 at 2:50 p.m. in the library confirmed the 
i resident required total assistance with Activities of 
j Daiiy Living; required one person for transfer 
j needed to be fed meats; was able to make needs 
; Known; and thought the resident could propel the 
| wheelchaira little using the feet but staff would 
» nave to assist the resident with evacuation. 

i Observation of the resident on May 9, 201 1 at j 
; 1 1:45 am, revealed the resident being pushed to 
i the dining room by a caregiver. Continued I 
i observation revealed the resident being fed by a f 

i 22ST 3 d m ! kins no attempt8 10 assfet ««h ! 

! eating. Further observation revealed the resident f 
f fater seated in the lobby area in the wheelchair 
( making no attempts to setf-propei with the feet 1 
; oonhnued observation revealed the resident 

' the word 9 s bUt lEsteners wera unabte t0 understand 

; Observation of the resident on May 10, 2011 at 
£30 am,, revealed the resident seated in the 
: wheelchair in the lobby area, slightly slumped in 
, the chair. Continued observation revealed a 
. femily member speaking to the resident who 
; made unintelligible sounds which the family 
j member appeared not to understand. 

'- Observation of the resident on May 1 1 , 20t 1 at 
; 10:15 a.m. in the lobby area, revealed the 
; resident seated in the wheelchair, moving it 
F slightly back and forth with the feet but not 
i moving any distance. Continued observation 
: revealed the resident trying to speak to another 

, . resident but speech w as unintelligible. Further 
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j observation of the resident at 1:30 p.m. in the 
; dining room, revealed the resident seated in the 
j wheelchair near the hall by the dinfng room who 
| had a blank stare with no verbalization when 
; spoken to and made no attempt to propel the 
; wheelchair in any direction. 

I Observation of the resident on May 12 r 2011, at 
1 10:00 a.m., revealed the resident in the lobby 
; area in the wheelchair seated in front of a family 
■ member. Continued observation revealed the 
; resident making unintelligible sounds. 

; This resfdent no longer meets the criteria for 
: continued residence in assisted care living facility 
. and needs to be transferred to a higher level of 
; care. This information was shared with the 
! General Manager on May 12, 201 1, at 10:40 
; a.m., in the library and reiterated on May 18 2011 
t m the administrative otfice.. 
f 

■ COMPLAINTS 26005, 26582, £ 27725 



D827; 1200-08^.08 (6)(ij Admissions, Discharges, ! D 827 
1 and Transfers j 



(6) An ACLF shall: 



, (i) Document evidence of annual vaccination 
: against Influenza for each resident, in accordance 
with the recommendation of the Advisory 
. Committee on Immunization Practices of the 
; Centers for Disease Control most recent to the 
; time of vaccine, unless such vaccination Is 
. medically contraindicated or the resident has 
refused the vaccine. Influenza vaccination for all • 
: residents accepting the vaccine shall be j 
! completed by November 30 of each year or within j 
: ten {10) days of the vaccine becoming available. I 
Residents admitted after this date during the flu ! 
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1200-0fr.25-.08 (6)0) Admissions, 
Discharges and Transfers O 827 

Administrator and/or designee 
will continue to arrange for 
Influenza vaccine to the 
residents as prescribed by the 
attending physician or 
documentation of acceptance or 
denial of the vaccine. The 
administrator and/or designse 
will also ensure prior to new 
admissions after February 1, 
prior to admission into the 
facility proper documentation of 
influenza vaccination or refusat 
of vaccination will be 
documented appropriately. 
Resident #2, #3, 85, #6, #7, 88, 
#9, #10 shall have the 
opportunity to receive or decline 
the Influenza vaccine and 
documented in the resident's 
charts. Executive Director and/or 
designee will review charts and 
ensure all vaccines or - 
declinations are documented. 
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D827j Continued From page 18 

j season and up to February 1, shall as medicafty 
i appropriate, receive influenza vaccination prior to 
i or on admission unless refused by the resident* 
} and ' 



| This Rule is not met as evidenced by 
I Based on medical record review and interview, 
the fecjty faHed to ensure residents received or 

^ m^T^J^S™ 2 * vaccination for eleven 
; « #8, #5, #8, #7, #8, #9, #10, #11, #12, #17) of 
j thirty-five residents reviewed. 

j The findings included: 

have documentation in their records that they had ' 
received the influenza vaccination in 2010 I 
continued medicai record review revealed" there 
was also no documentation of the residents' I 
acceptance or declination of the vaccination. 

During interview on May 18, 2011, at2;45 p m in f 
the administrative office, the General Manager" 
confirmed the documentation was no included in 
the residents' records, 



1 



f PROVIDER'S PLAN OF CORRECTION 

i (Each corrective action should be 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 
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DS28; 1200-08-26,08 (6)0) Admissions, Discharges 
I and Transfers 

J (6) An ACLF shall: 

(j) Document evidence of vaccination against 
i pneumococcal disease for ail residents who are 
! sixty-five (65) years of age or older, in 
! accordance with the recommendations of the 
; Advisory Committee on Immunization Practices 
\ of the Centers for Disease Control at the time of 
, ; vaccination, unless such vaccination is medically 
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1200-08-25,08 {5)(j) Admissions, 
Discharges and Transfers D828 

Executive Director and/or 
designee will continue to arrange 
for pneumococcal vaccine to the 
residents as prescribed by the 
attending physician or 
documentation of acceptance or 
denial of the vaccine. The 
executive director and/or 
designee will also ensure prior to 
new admissions into the facility 
proper documentation of 
pneumococcal vaccination or 
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f 5^ ndte ? tod or ths resident refused offer 
| of the vaccine. The facility shall provide or 
I arrange pneumococcal vaccination of residents 
' £™ reca ^ ed ihls '"munfeafion prior to 

' %?^tT Sl ° n Untess the f ^nt refuses offer 
: or the vaccine, 



; This Rule is not met as evidenced by 

= taS? ZS£? reC ° rd r6VfeW and ' ntervfew the 
1 offered ^l? nSUr f resW ? nts received 

I The findings included: 

f *^ a L^*^^ #2 
f oocumentatlon they received the pneumonia 

■ e Was no ^mentation of the 

j SUlS ^ j ? vtew on Way 18. 201 1, at 2:45 p m in 

: *TS n ^ was notinc,ulsd in 

01201, 1200-08-25,12 (1) Resident Records j 

i i 

• : 12 ^ ^ CLF sha " devel °P anrf maintain an \ 
: SE? ******* f0r ^ch resident and ensure I 

typed, or kept electronically, and signed, and 
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refusal of vaccination will be 
documented appropriately. 
Resident SI, #2, #3, #5, #6, #7, 
#8, #9, nil, #12 shall have the 
opportunity to receive or decline 
the influenza vaccine and 
documented in the resident's 
charts. Executive Director and/or 
designee will revfew charts and 
ensure all vaccines or 
declinations are documented. 
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1200-D8-25-.12 [1) 
Records D 1201 



Resident 



Executive Director and/or 
designee will ensure all current 
and future discharged resident 
files are kept orderly and 
accessible for review for the 
appropriate amount of time. The 
executive director and/or 
designee shall conduct audits of 
resident files to ensure proper 
documentation and storage of 
all resident files. Executive 
director is not able to locate files 
of the following 

Residents #12, #15, #16 and #28 
are discharged from the facility. 



WIS 



PAGE 20/30 * RCVD AT 8/17/2012 4:02:26 PM [Central Daylight Time] * SVR:NAS-LCLFAX2/3 * DNIS:8093 * CSID:96158715728 * DURATION (mm-ss):07-55 



08/17/2012 FRI 15:48 FAX 96158715728 



0021/034 



0022/035 



Division of Hm flh Car? Fsp Tfti^ 



STATEMENT OF DEFICIENCIES 
AMD PLAN OF CORRECTION 



NAME OF PROWOER OR SUPPLIER 

CARESTONE AT R1VERGATE 



PRINTED: 05/31/201 1 
FORM APPROVED 



i(JC1) PROVIDERfSUPPUEftJCUA 
IDENTIFICATION NUMBER: 



TNPL5376@ 



(*J)ID 
PREFIX 
TAG 



f)&) IWULTIF^ CONSTRUCTION 
A. BUILDING . 



i 



S^MARY STATEMENT OF DEFICIENCIES 
il3lF^ I l!r ,C,ENCy MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMS) 



STREET ADDRESS, CITY, STATE, ZIP CODE 
94 TWIN HILLS DRIVE 
MADISON, TN 37115 



date survey 
completed 



05/18/2011 



; id 

j PREFJX 
TAG 



01201 j Continued From page 20 

j This Rule Is not met as evidenced by 
I S5t? n obs t ervati ™ ™<* interview, the facility 

#28) of fhirtyflve residents reviewed. 
The findings included: 

i *T*£25££ I or *• records 

<f comptaints. The General Manager searched in 

* o n?^ e i?° m and fite room for «*» records 

I SiiS^ J 1 * fecords were "ol'wwtf on facility 

n0t a , vaiIabte at «>mpteft2 
. of the survey and complaints investigation. 

i Snn nnte^^ ° f leafed 
nursing notes beginning at December 1, 2009 

: S^n^ pr t V,0 . u ?'y as we « « information on ' 
> SffiSSi ph S c ^ ns and nursing notes. 
; Continued medtoal record review revealed 

; ^mentation e hospital admission in 
; February A, 2009 but there were no 
i responding notes in the medical record. 

D120Bj 1200-08-55,12 (2)(g) Resident Records 

1 thi rS ?.' fecord - An ACLF s "a" ensure that 
, the resident • s personal record includes at a 
r mmimum the following: 

1 SSL A c £ py of an * ad va™e directives, DNR 
i urder, Durable Power of Attorney, or living will 
when applicable, and made available upon ' 
request; and M 
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(EACH CORRECTIVE ACTION SHOULD S£ 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 



D1208 



ThisRuie is not met as evidenced by; 
fu *?* S? I^* 03 ' record review and interview 
me facility failed to ob tain copies of advanced 

~iFlh r^^a i"i~~r* 'rrn^^**™ ' ■ 
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STATE FORM 



1200*08-2S%12 (2)(g) 
Resident Records D1208 

Executive Director and/or 
designee will maintain 
appropriate copies of any 
Advance Directives, OMR Order, 
Durable Power of Attorney or 
living will if applicable to 
individual residents with 
documentation of Informing 
resident or designated 
responsible party with their 
rights to implement or not 
implement any form of advance 
directive and it wili be 
documented appropriately. 
Resident #7 or responsible party 
shall be notified of their choices 
of the advance directives and be 
provided a copy of £he POST 
form and documented in the 
resident's chart by OS/30/2011 
of notification. 
Resident #17 or responsible 
party shall be notified of their 
choices of the advance directives 
and be provided a copy of the 
POST form and documented in 
the residents chart by 
06/30/2011 of notification. 
Resident #32 or respcmsibte 
partyshaii be notified of their 
choices of the advance directives 
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| Then findings included: 

^iSR^^** «o the 

! r^nJ^ * racflily on March 14 2009 

I medical recnrrf r«S p » ?' 201 1 ■ Continued 

^ me «o» any inform et fon on executina 
. re8,cfentand/ o> significant other. ] 
During interview on May 18 201 1 af o-x* « • ! 
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and be provided a copy of the 
POST form and documented in 
the resident's chart by 
05/30/2011 of notification. 
Resident #33 or responsible 
party shall be notified of their 
choices of the advance directives 
and be provided a copy of the 
POST form and documented in 
the resident's chart by 
06/30/2011 of notification. 
Executive director and/or 
designee shaft inform at time of 
admission and document the 
resident or representative was 
informed of the Advance 
directives. 
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Di2ioj 1200-08*25-.12 <3)(a) Resident Records 

t 

j (3) Medical record. An ACLF shaft ensure that its 
I employees develop and maintain a medical 
i record for each resident who requires health care 
j services at the ACLF regardless of whether such 
j services are rendered by the ACLF or by 
j arrangement with an outside source, which shalf 
i include at 3 minimum: 
i 

I (a) Medical history; 



; This Rule is not met as evidenced fay: 
j Based on medicaJ record review and interview 
; the facility failed to ensure a medical assessment 
■ was present fn the residents' record for seven 
i (m , #5, #6. #8, #9, #31, #32) of thirty-five 
: residents reviewed, 

; ! The findings included: 

j Medical record review revealed resident #1 was 
, admitted to the facility on August 30, 2007. 
! Continued medical record review revealed there 
: was no physician's assessment including a 
j diagnosis for the resident, in the record. 

j Medical record review revealed resident #5 was 
: admitted to the facility on February 2, 2009. 
; Continued medical record review revealed there 
; was no physician's assessment, including a ] 
" diagnosis for the resident, in the record. I 

Medical record review revealed resident #6 was ' 

admitted to the facility on August 1, 2009. i 

Continued medical record review revealed there \ 

was no physician's assessment, including a j 

diagnosis for the resident in the record ! 

i 

Medical record review revealed resident #8 was ! 
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Resident Records D1210 

Executive Director and/or 
designee will ensure current and 
future admissions will have a 
physician's statement for future 
admission to the facility and 
ensure current residents have 
physician's statements and a 
medical record. 

Resident #1 facility shall obtain a 
physician's record stating 
diagnosis in the resident chart by 
0S/30/2OU, 

Resident US facility shall obtain a 
physician's record stating 
diagnosis in the resident chart by 
06/30/2011. 

Resident #6 facility shaft obtain a 
physician's record stating 

diagnosis in the resident chart by 
06/30/2011. 

Resident #8 facility shall obtain a 
physician's record stating 
diagnosis in the resident chart by 
06/30/2011. 

Resident #9 facility shall obtain a 
physician's record stating 
diagnosis in the resident chart by 
06/30/2011. 

Resident # 31 facility shall obtain 
a physician's record stating 
diagnosis in the resident chart by 
06/30/2011. 
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j admitted to the facility on July 30, 2010. 
i Continued medical record review revealed there 
! was no physician's assessment, including a 
; diagnosis for the resident, in the record. 

r 

E 

j Medical record review revealed resident #9 was 
j admitted to the facility on June 26, 2009. 
[ Continued medical record review revealed there 
i. was no physician's assessment including a 
] diagnosis for the resident, in the record. 

[ 

| 

i Medical record review revealed resident #31 was 
i admitted to the facility on June 1 7, 2006. 
i Continued medical record review revealed there 
; was no physician's assessment, including a 
j diagnosis for the resident, in the record, 

; Medical record review revealed resident #32 was 
; admitted to the facility on March 14. 2009. 
: Continued medical record review revealed there 
j was no physician's assessment, including a ■ 
i diagnosis for the resident, in the record. 

; During interview on May 18, 2011, at 2:46 p m in 
I the administrative office, the General Manager' 
i confirmed there were no medical assessments In 

• the records of these residents. 

j 

D1214! 1200-08-2S-.12 (3)fe) Resident Records 

; (3} Medical record. An ACLF shafi ensure that its j 
: employees develop and maintain a medical 
j record for each resident who requires health care 
: services at the ACLF regardfess ofwhethersuch 

* services are rendered by the ACLF or by 

' arrangement with an outside source, which shall 
; include at a minimum: 

, (e) Medications administered and procedures 
followed if an error is made; 
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Resident #32 facility shall obtain 
a physician's record stating 
diagnosis in the resident chart by 
06/30/2011. 



J200-08-25-J2 (3) (e) 
Resident Records D1214 

Executive Director and/or 
designee wilt monitor the 
glucose tracking log to ensure 
the diabetics are monitored as 
prescribed by the physician and 
receive the appropriate dosage 
of insulin. Administrator and/or 
designee wfll conduct audits of 
the MAR report to ensure 
prescribed medications are given 
and documented appropriately 
with explanations of missing or 
discontinued medications. 
Resident tfS wellness director 
and/or designee shall ensure 
appropriate documentation of 
assistance with medications or 
explanation of medications not 
given, 
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| This Rule is not met as evidenced by: 

f ?*fZl«? T^ 31 ***** fe v*W3nd interview, 
i the feciifty failed to document medications on a 
; consistent basis when staff assisted with 
j medication administration for one (#5) of 
| thirty-five residents reviewed. 

f The findings included: 

I ^SSSSlT*!!? review ravea,ecl ^tont #5 was 
; admitted to the facility on February 2, 2009 with 

i no diagnoses Ifsted in the record. Continued 

■ medical record review revealed the resident was 

! to receive Lantus Jnsulin 20 units every evening 

! ^ro'Pende (diabetes) 1 mg (milligram) with first 

f meal, Lisinoprfl (blood pressure) 40 mg daily 

piovan (Wood pressure) 320 mg daily, Buspirone 

(antianxiety) 10 mg twice daily, Plenedil (blood 

pressure) 5 mg daily, Zocor (cholesterol) 40 mg 

daily, Namenda (Dementia) 10 mg twice daily 

Fosamax (osteoporosis) 70 mg every Friday 

Review of the MAR (Medication Administration 
Record) for December 2010 revealed no 
documentation the resident was assisted with 
administration of the insulin on December 25 26 ■ 
and 31. ' j 

Continued medfoaf record review revealed no ' 

f documentation on the back of the MAR or in the I 

; nurses notes to expiain why the insulin was not I 

; administered. j 

| Review of the MAR for January 201 1 revealed no ! 
r documentation the resident was assisted with j 
! administration of the insuffn on January 23 
; Continued review of the MAR for January 201 1 i 
. revealed the signature was circled on January 4 I 
! and 9, and crossed out on January 30 but no j 
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| explanation was found on the MAR or in the 
{ nurses* notes. Continued review of the MAR 
| revealed Namenda was not documented as being 
j assisted with on January 24 - 30 at 8:00 a.m.: 
: Glimiperide not documented on January 24 26 
1 26, 27, and 28 at 6:00 a.m.; Usrnopril not 
j documented on January 24, 25, and 26 at 8:00 
i a * m -i Diovan not documented on January 24 25 
! and 26 at 8:00 a.m.; Ptenedil not documented on 
! January 5, 9 - 16, 18, 22, 24, 26, 28, 30, and 31- 
j Fosamax not documented for the whole month. 

\ Review of the MAR for February 201 1 revealed 
. no documentation the resident was assisted wfth 
; administration of insulin on February 17 and 18 
; Continued medical record review revealed no 
; documentation on the back of the MAR or in the 
j nurses' notes to explain why the insulin was not 
s administered. Continued review of the (WAR for 
; February 2011 revealed Zocor not documented 
! on Felwuary 2, 5, and 6 at 8:00 a.m.; Namenda 
. on February 3, 4, 8 and 24 at 8:00 am. and 
! February 5 and 6 at 5:00 p.m.; Glimiperide not 
: documented on Februsiy 3, 4, 8, and 24 at 8:00 
j a.m.; Ustnopril not documented on February 3 4, 
j a, and 24 at 8:00 a.m.; Diovan not documented * 
J on February 3, 4, 8, and 24 at 8:00 am; 
| Fosamax documented as assisted with on 
: February 3, 4, 5, 6, 7, 8. 9, 11, 12. 13, 14, 18, 19, 
; 20, 21 when it was ordered only to be 
! administered each Friday; Pfenedil not 
■ documented on February 4, 8, 9 21 23 26 27 
; and 28 at 8:00 a.m. " ' ' ' 

. Review of the MAR for March 201 1 reveaied no 
; documentation the resident was assisted with 
< administration of insulin on March 20, 29, and 31 . 
; Continued medical record review revealed no 
' documentation on the back of the MAR or in the 
nurses' notes to explain why the insulin was not 
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j administered. Continued review of the MAR for 
i March 2011 revealed Zocor not documented on 
| March 8, 22, 24, and 31 at 8:00 RM.; Namenda 
j not documented on March 17, 19, 20, 22, and 24 
j at 5:00 p.m.; Fosamax not documented for the 
; whole month; Busperione not documented on 
! March 29 and 31 at 5:00 P.M 
J 

j During interview on May 18, 2011 at2:45p.m in 
| the administrative office, the General Manager 
; confirmed medications were not documented as 
| being assisted with for this resident. 

j COMPLAINTS 24667 & 26380 
D1215; 1200^25-.12{3)(f) Resident Records 

j (3) Medical record. An ACLF shall ensure that its 
■ employees develop and maintain a medical 
: record for each resident who requires health care 
[ services at the ACLF regardless of whether such 
! services are rendered by the ACLF or by 
\ arrangement with an outside source, which shall 
include at a minimum: 

i (f> Special procedures and preventive measures 
j performed; 



f This Rule Is not met as evidenced by: 
; Based on medical record review and interview 
; the facility failed to perform blood glucose 
, monitoring according to physician's orders for one 
' (#5} of thirty-five residents reviewed. 

.' The findings included: 

j 

. Medical record review revealed resident #5 was 
j admitted to the facility on February 2, 2009, with ; 

, : no physician's assessment In the record. Medical * 
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Complaints 24667 & 26380 
1200-08-25-.12 <3)(f) 
Resident Records D121S 

Executive Director and/or 
designee will monitor the 
glucose tracking log to ensure 
the diabetics are monitored and 
receive the appropriate number 
of Accuchedcs prescribed by the 
physician. 

Resident #5 Wellness director 
and/or designee shall ensure 
dally at the two times the 
glucose readings are performed 
and recorded In the fog or 
document the declination of the 
glucose testing. 
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| record review revealed a physician's order to 
i f*™"" Accuchecft two times a day. Review of 
; the Accucheck (Wood glucose monitoring) Loq 
j revealed results documented on a 6:00 a m and 
• 8:00 p.m. schedule. 

J ^n^ tHe to ? % December 2010 seated no 
; results documented for the 6:00 a.m. testing on 
r December 1, 3, 8, 11, 12, 13, 15, 19, 24, 25 26 
i 27, and 1 28 and for the 8:00 p.m. testing on 
; December 26 and 28. 

I Review of the fog for January 2011 revealed no 
i results documented for the 6:00 a.m. testing on 

1 * 5 ' ?t 10 ' 12, H 16 ' 17 " 2 * 21 »■ 

[ ReWew jrf the log for February 201 1 revealed no 
r results documented for the 6:00 a.m. testfog on 

j for the 8:00 p.m. testing on February 4, 6, 9, and 

i 

j Review of the fog for March 207 1 revealed no 
; results documented for the 6:00 a.m testfna on 

I on March 5, 6, 16, 17, and 19. 
During interview on May 16, 2011, at 2:45 p m in 
KcSjfie ° tf 9,UC ° SG monitorin 9 were) 
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<3) Medical record. An ACLF shall ensure that its I 
employees develop and maintain a medical j 
record for each resident who requires heatfh care i 
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services at the ACIF regardless of whether such 
services are rendered by the ACLF or by 
arrangement with an outside source, which shafi 
include at a minimum; 

! 

j (i) Time and circumstances of discharge or 
j transfer, including condition at discharge or 
| transfer, or death; 



\ Th is Rule is not met as evidenced by: 
| Based on medical record review and interview, 
; the facility failed to document the circumstances 
: surrounding discharge for five (#13, #14, #21, 
. #22, #26) of thirty-five residents reviewed. 

i 

j The findings included: 

; Medical record review revested resident #13 was 
| admitted to the facility on May 8, 2010 with 
! diagnoses including Coronary Artery Disease with 
i Stents, Congestive Heart Failure, Pacer 
j Implantation, Dementia, and Hypertension. 

[ Review of nursing notes dated August 31 , 2010 
i revealed "...doesn't want to eat or drink; won't sit 
: up". Continued review of nursing note dated 
f September 1, 2010, revealed "...transferred to ... 
j (named Long-term care facility)". Further medical 
■ record review reveafed no documentation of the 
j reason for transfer or status of the resident at 
; discharge; circumstances surrounding the 
discharge; or the date and time the resident was 
• discharged from the facHity. 

; Medical record review revealed resident #14 was 
, admitted to the facility on March 30. 2006 with 
diagnosis including Dementia. 

' Review of nursing notes dated May 31, 2010 
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Complaints 24667 & 26380 
1200-08-25-.12(3)(i) 
Resident Records D1218 

Executive Director and/or 
designee will audit prior to 
closing a resident file to ensure 
discharge and/or transfer 
information is documented in 
the resident chart with minima! 
of time and circumstances 
including condition of resident at 
discharge, transfer or death. 
Resident #13, #14, #21, #22, #26 
are all discharged and files have 
been cfoseti. 
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revealed ".. .sent to hospital for acute mental 
r status changes, unsteady gait, lethargy", 
i Continued review revealed no documentation 
j concerning the status of the resident at 
j discharge; circumstances surrounding the 
| discharge; or time and date of discharge from 
j the faclfity. 

j Medical record review revested resident #21 was 
I admitted to the facility on April 28, 2009 with 
i diagnoses including Diabetes, Dementia, and 
! Hypertension. 



I Review of nursing notes dated December 22, 
i 2009. revealed "...sent to hospital with T 
; (temperature) 101.6 A (axillary), impacted at anus 
{ area, lethargic, lower abdomen sensitive to touch 
; and swollen". Continued medical record review 
: revealed no documentation concerning the status 
of the resident at discharge; circumstances 
surrounding the discharge; or date and time of 
the resident's discharge from the facility. 

. Medical record review revealed resident #22 was 
J admitted to the facility on December 31 , 2008 
; with diagnoses including Congestive Heart 
: Failure, Cerebrovascular Accident Osteoporosis, 
j Depression, and Lumbar Disc Disease. 

| Review of chart documents revealed the resident 
: left the facility on January 7, 2009 but there were 
1 no nursing notes to document the status of the 
: resident at discharge; circumstances surrounding 
the discharge; or date and time of discharge. 

. Medical record review revealed resident #26 was I 
; admitted to the facility on August 5, 2008 with j 
■ diagnoses Including Dementia, Hypertension, 
{ Chronic Renal Failure, and Sigmoid Colectomy 
' (removal of part of colon for cancer). 
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